.
Acute bacterial endocarditis of the aortic and mitral valves may produce cardiac failure that is not amenable to medical management. The sudden development of aortic incompetence is poorly tolerated and carries a particularly high mortality (Wise et al., 1971) . Urgent repair or replacement of one or both valves may become necessary and is often life saving.
There have been several reports of valve replacement for acute aortic incompetence after bacterial endocarditis (Wallace, Young and Osterhout, 1965; Windsor and Shanahan, 1967; Wise et al., 1971 ) but few after acute mitral incompetence (Robicsek et al., 1967; Yacoub et al., 1972; English, Honey and Clelland, 1972) . Urgent double valve replacement after acute bacterial endocarditis is, however, rare (Windsor and Shanahan, 1967; Kretschmer and Lawrence, 1969; Gonzalez-Lavin, Wise and Ross, 1971) . It is thus thought worthwhile reporting the following case.
Case report A previously healthy 35-year-old man was admitted to hospital on December 26 1971. He gave a 12-day history of malaise and pyrexia and an 8-day history of headache and rigors with measured fevers of 1050F (40 60C). For 2 days he had had persistent vomiting with jaundice. Severe pain had developed in the left elbow 1 day before admission.
On examination he was pyrexial at 102'F (38-90C), dehydrated and mildly icteric. His liver was tender and palpably enlarged 4 cm below the costal margin. The left elbow was hot and swollen with painful restricted movements. There was a sinus tachycardia of 1 10/min and a B.P. of 150/70 without murmurs or cardiac failure. No neurological deficit was discernible.
His haemoglobin was 10-3 g/100 ml, MCHC 32, WBC 13,600/mm3 (90% neutrophils, 5% lymphocytes, 3Y% monocytes and 2% myelocytes). The platelet count was 250,000/mm3. His blood urea was 21 mg/100 ml, serum sodium 127 mEq/l, potassium 4 0 mEq/l, chloride 94 mEq/l, bicarbonate 23 mEq /l. The serum bilirubin was 1 6 mg/100 ml. SGPT 45 units/ml and alkaline phosphatase 17 KA units/100 ml. Radiography of the left elbow was normal as were his initial chest X-ray and ECG. Three MSUs were sterile on culture and showed no abnormality on microscopy. Throat (Fig. 2a, b) Shanahan, 1967; Gonzalez-Lavin and Ross, 1971) .
In this patient the aortic incompetence appeared to be well compensated until acute mitral incompetence occurred. As isolated lesions, acute mitral incompetence is better tolerated than acute aortic incompetence (Braunwald, 1969 Fudenberg, 1970; Fudenberg, 1971) and auto-immune disorders including acquired haemolytic anaemia, rheumatoid arthritis (Fudenberg, 1971 ) and pernicious anaemia (Lee et al., 1964; Conn et al., 1968; Twomey et al., 1969 
